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Sexually transmitted diseases in children:
adolescents

Frances M Cowan, Adrian Mindel

Introduction
Sexually active adolescents are the group at
greatest risk of acquiring sexually transmitted
infections.' 2 The adverse sequelae that occur
as a consequence of some of these infections
are particularly devastating in the very young.
Teenagers have their entire reproductive
future at risk and jeopardise their fertility by
infection. Chronic viral infections with long
latent periods may exert their influence at a
younger age in those infected while teenagers.
It is imperative that screening, treatment and
prevention of sexually transmitted diseases
(STDs) in this age group are regarded as
a priority.
The increased vulnerability of sexually

active adolescents to infection with STDs is
likely to be multifactorial. There is good
evidence to suggest that while males and
females are reaching physical maturity at
progressively younger ages,' psychological
maturation has not been similarly advanced.
This widening gap in physical and psychologi-
cal maturation, coupled with the unplanned
and experimental nature of early sexual
encounters increases the risk of unwanted
pregnancy and of acquiring sexually transmit-
ted infections. Young people with poorly
developed "future time perspectives" cannot
conceive that today's romantic encounters
could lead to tomorrow's demise.4 Studies
which have examined safe sex practises
among adolescents have found there to be a
low rate of barrier contraceptive use and poor
knowledge about acquisition and prevention
of sexually transmitted infections.5 Early age
of first sexual intercourse is associated both
with an increased number of lifetime sexual
partners and an increased risk of acquiring
sexually transmitted diseases.' The age at
which individuals first have sexual intercourse
appears to be reducing. The National Survey
of Family Growth (NSFG) examined sexual
behaviour among 15-44 year old women in
the USA and showed that the proportion of
girls who had sexual intercourse by the age of
16 years was 4.6% in 1970 rising to 25-6% in
1988. This increase was most marked
between 1985 and 1988. In addition, those
adolescents who had sex at an early age were
more likely to have many sexual partners.'
While the data for adolescent males are less
complete, they suggest that for each age
cohort a higher proportion of boys than girls
are sexually active.6

In women, the stage of physical matura-
tion, may also affect their susceptibility to
infection.7 The cervix has an important role in

excluding infection from the upper genital
tract, both nonspecifically by producing
mucus which excludes various pathogens and
antigens and by specific protective immune
mechanisms, including humoral immunity,
locally produced phagocytic cells and possibly
cell mediated immunity.8 The enhancement
of these host defenses occurs when ovulation
begins (usually 2-3 years after the menarche).
Cyclical progesterone is produced, promoting
the defence role of cervical mucus. In addi-
tion, the squamo-columnar junction of the
cervix lies on the ectocervix until several years
after menarche, exposing the mucus-secreting
columnar epithelium to potential pathogens.
It is probable that this columnar epithelium is
more susceptible to infection by N gonorrhoeae
and C trachomatis than squamous epithelium
and possibly to infection by other sexually
transmitted agents (including carcinogens) as
well.2 Little is known of the immunology and
defense factors of the female genital tract
prior to, menarche or to the pubertal male
genital tract.

Where and who should treat adolescent STD
Ideally open access, well publicised, confiden-
tial adolescent medicine clinics run by a
multidisciplinary team should be available.
These could provide contraceptive advice,
health education, STD screening, HIV coun-
selling and testing, pregnancy testing, abor-
tion counselling, advise on substance abuse,
psychological support and primary health
care, with all the services on offer tailored to
meet the specific needs of adolescents. By
having all the services together at one site, a
patient attending regarding concerns about
substance abuse for example, could be
encouraged to have STD screening and to use
the contraceptive services.

In the early 1 980s, a programme to
improve the health care delivered to high-risk
adolescents across the USA was instituted
and has recently been evaluated.9 Patients
attending specially funded adolescent health
clinics which aimed to provide medical, social
and mental health services to adolescents
were compared with adolescents attending
primary health care facilities that did not have
specific adolescent facilities. While both types
of clinic attracted a similar proportion of
high-risk adolescents to their services, the
adolescent medicine clinics detected a wider
range of medical and behavioural problems
than the comparison clinics. This was attri-
buted to their more diverse and specially
trained staff.
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At present such clinics do not exist in the
UK. Adolescents at risk of STDs are seen in
adult genitourinary medicine clinics. While
genitourinary physicians are trained to deal
with both medical and psychological prob-
lems that arise in adults with sexually trans-
mitted infection and psychosexual problems,
the adult medicine system may not be able to
give the more extensive education and sup-
port required by adolescents. Patients have to
attend several different clinics to get advice
on all aspects of adolescent health prevention.
Extending STD screening facilities into
teenage contraception clinics may partially fill
this gap in the short term. In addition, geni-
tourinary medicine departments could make
their clinics more "adolescent friendly", per-
haps with dedicated staff and set clinic times
for teenagers. Wherever adolescents with
STDs are screened and treated, there should
be adequate support available for them.
Increasing the awareness of all health care
professionals who treat teenagers of the
importance of screening and treating sexually
transmitted infections may increase the pro-
portion of sexually active teenagers screened.

Patient confidentiality
Sexual activity is one of the adult behaviours
adolescents adopt when trying to distance the
child-parent relationship. It is a means of
asserting their independence. Parents fre-
quently react with disapproval to the onset of
sexual relations. Therefore confidentiality
regarding sexual behaviour, sexual orientation
and STDs is particularly important. If
teenagers suspect that their parents will be
informed about any aspect of their sexual
behaviour they will be reluctant to attend
clinics for screening or treatment of STDs
and suffer the consequences of delayed diag-
nosis. Sometimes it will be appropriate to
encourage adolescents to confide in their par-
ents and in some circumstances it may help
for the clinician to see adolescent and parents
together. However, bringing undue pressure
to bear is likely to be counterproductive.

Contact tracing
Contact tracing of sexual partners is of funda-
mental importance in STD control. Tracing
sexual partners decreases the likelihood of
recurrent infection once sex is resumed fol-'
lowing treatment. In addition, it reduces the
time from infection to presentation at hospital
in the contact, if he or she have been infected.
As adolescents with symptomatic disease pre-
sent later than adults, contact tracing may
lead to earlier presentation and hence reduce
the risk of serious sequelae.

Adolescents may be reluctant to tell their
sexual partners that they are at risk of infec-
tion. However, patients should be counselled
that the referral and treatment of sexual con-
tacts is imperative to prevent further disease
transmission. In addition, patients should be
warned that if they continue to have a sexual
relationship with their unscreened contact they
may become reinfected. The consequences of
repeated infection should be stressed.

Psychological effects ofSTDs in adolescents
Research which looks at the psychological
and psychosexual consequences of being
infected with a sexually transmitted disease is
very limited, particularly in adolescents.
Despite the outwardly permissive nature of
our society there is still much stigma attached
to diseases which are acquired sexually. This
leads to feelings of guilt and shame in those
infected. When the acquisition of a sexually
transmitted infection implies infidelity within
a relationship, feelings of betrayal and mis-
trust may also occur. In addition, those
infected may not feel able to confide in
friends or parents, which increases their feel-
ings of isolation. Their future sexual relation-
ships may be tainted by the worry of
acquiring another infection. For people with
longstanding conditions such as genital
herpes or hepatitis B carrier status, the worry
of infecting others may cause particular
problems.

It is important that patients are given
adequate information about their condition,
such as the modes of transmission, the likeli-
hood of infecting others, what symptoms to
expect and the longterm sequelae. Without
this, the patient has to rely on hearsay which
may be misleading, further heightening their
anxiety. Written information available in clin-
ics or through other means is often aimed at
infected adults and as such may be confusing
rather than helpful.

With adequate explanation and sympa-
thetic treatment, many of the worries sur-
rounding infection can be allayed. It is
important to recognise those for whom
explanation and sympathy alone is inadequate
so that they can be referred for further
support and counselling. Clearly the degree
of distress and the extent of support required
will vary not only from patient to patient but
also between the types of infection. A patient
with uncomplicated non gonococcal urethri-
tis, is less likely to require support than some-
one with frequently recurring genital herpes,
for example.

Patients may indicate their anxiety in dif-
ferent ways. Some present repeatedly for
"check-ups" to the clinic despite minimal risk
of further infection and want all the screening
tests repeated at each visit "in order to make
sure they are clear of infection". Others pre-
sent regularly with new infections, having had
unprotected sex with many sexual partners,
perhaps indicating lack of self-esteem and
self-worth. It is important to be aware that
this pattern of attendance may indicate
underlying psychosexual morbidity and sup-
port should be offered as appropriate.

Presentation, diagnosis and treatment of sexually
transmitted infections
Adolescents presenting to a genitourinary
medicine department, clearly perceive them-
selves to be at risk of an STD and the diag-
nosis and treatment of any infection should
proceed along similar lines to those in adults.
It is perhaps more difficult to diagnose
such infections in adolescents presenting to
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doctors in other specialties. The most impor-
tant aspect of diagnosing and treating these
teenagers is to be aware that STDs may

occur. All adolescents in contact with medical
services should have an assessment made of
the degree of their sexual experience. If they
may have been at risk of infection or pregnan-
cy, onward referral to a department of geni-
tourinary medicine and/or a family planning
clinic should be considered. As many sexually
transmitted infections are asymptomatic, the
presence of symptoms should not be used as

the basis for referral.
Adolescence is a time of sexual experimen-

tation and is the time when heterosexuals are

most likely to experiment with homosexual
behaviour. Many people have "same-sex"
experience during their teens. In addition,
some teenagers are homosexual. It is there-
fore wrong to assume that sexually active
means "heterosexually active". Gay, male
adolescents or male heterosexual adolescents
who have had same-sex experience are at
greater risk of sexually transmitted infections
than their heterosexual counterparts, occur-

ring at both the same and different sites.
In addition to their increased risk of STDs,

it is thought that non-virginal adolescents are

more likely to participate in other high risk
activities than their virginal counterparts.
Several studies conclude that sexual inter-
course in adolescence is "an element of a syn-
drome of problem behaviours that include
drug and substance abuse, minor delinquency
and school difficulty".'0" In one study,
sexually experienced adolescent girls (age
12-16 years) were 6.3 times more likely to
report having attempted suicide.'0 Drug and
substance abuse is particularly worrying as

unsafe, unprotected sex is most likely to
occur while under the influence of alcohol or

other substances, further increasing the risk
of unplanned pregnancy and STDs.'2 It
seems appropriate, therefore, for the physi-
cian to ask about other risk behaviours during
the consultation. An assessment of the level
of the patient's knowledge regarding STDs,
HIV infection, risk of pregnancy, contracep-
tion and safer sex practises should be made
and if necessary further health education can

be delivered. The patient should be encour-
aged to ask questions regarding any sexual or

developmental concerns that they have.

Specific sexually transmitted infections
There are numerous sexually transmitted
infections. In most circumstances the clinical
features, diagnosis, treatment and possible
complications are similar in adults and ado-
lescents. Those conditions in which adoles-
cents fare or behave differently from adults
will be discussed. These include N gonor-

rhoeae, C trachomatis, urethritis, pelvic inflam-
matory disease, herpes simplex, human
papilloma virus, syphilis and HIV infection.

Neisseria gonorrhoea Between 1975 and 1989
the number of cases of infection with N gon-

orrhoeae in the USA reported to the Center
for Disease Control, Atlanta decreased from

1 million to 750,000. Despite the decline in
most age groups, the gonorrhoea rates in both
teenage males and females increased during
the 1980s. Black teenagers had ten times
higher N gonorrhoeae rates than whites in
1981 and by 1989 this had risen to 44 times
higher in black male teenagers and 16 times
higher in black female teenagers.2 Twenty five
percent of all cases of gonorrhoea reported to
the CDC now occur in 15-19 year olds."3

Attendances with gonorrhoea at genitouri-
nary medicine clinics in the UK declined
steadily over the last decade until 1989. This
decline was greatest among persons over 25
years old.'4 Between 1988 and 1991, approxi-
mately one third (29-33%) of all female cases
of post pubertal gonorrhoea occurred in those
aged under 20 years, with an eighth
(13-15%) of all male cases occurring in this
age group.

Although there has been only limited
research which has specifically looked at
gonorrhoea in adolescents, the prevalence of
infection among adolescent STD clinic atten-
ders appears to be similar (20%) in various
cities in the UK.'5 Female adolescents in resi-
dential care are particularly at risk of infec-
tion.'6 As with other sexually transmitted
infections, gonorrhoea may be isolated from
asymptomatic individuals'7-2' making symp-
toms of infection an insensitive means for
deciding who should and should not be
screened. Asymptomatic carriage is particu-
larly common in female adolescents.

Chlamydia trachomatis The prevalence of
genital chlamydial infection is highest among
sexually active adolescents and has been
shown to be between 10% and 25% in
females.22 Those infected are often asympto-
matic.2 Chlamydial infection in adolescent
males has been much less investigated. It is
likely, however, that the high prevalence in
females is mirrored in males. Ten per cent
(11/105) of sexually active male military
recruits in Sweden aged 17 and 18 years had
evidence of urethral chlamydia infection
although only 1/11 was symptomatic of
infection.24 C trachomatis causes more lower
genital tract infections among teenagers than
does N gonorrhoeae.25

Since 1988, age-specific information relat-
ing to clinic attendances with chlamydia
infection have been included in the routine
STD statistics in the UK. As with gonor-
rhoea, approximately one third (28-33%) of
all female cases and one eighth (12%) of all
male cases occur in those aged under 20
years. As symptoms are not a reliable pre-
dictor of infection, chlamydia screening
should be performed in all sexually active
adolescents regardless of their symptoma-
tology. This applies particularly to pregnant
adolescents, whether seeking abortion or
intending to continue with the pregnancy,
because of their risk of pelvic inflammatory
disease and of neonatal infection.

Urethritis The presentation and microbio-
logical cause of urethritis appears to be simi-
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lar in adult and adolescent males. However,
one study has indicated that males under 20
years are particularly at risk of chlamydial
non gonococcal urethritis.'6

Pelvic inflammatory disease (PID) In the USA
more than one million women are hospi-
talised with pelvic inflammatory disease each
year. Sixteen to twenty per cent of these are
adolescents,' with the age specific rates for
PID (adjusting for sexual activity) highest
among teenagers.27 It has been calculated that
a sexually active 15 year old girl has ten times
the risk of acquiring PID than that of her 24
year old counterpart.28 In addition, studies
which have compared PID in adolescents
with PID in adults have shown that adoles-
cents are significantly more likely to present
for treatment at a later stage in their disease,
that infection with N gonorrhoeae occurs more
commonly in adolescents than adults and that
the adolescents are more likely to be nulli-
parous.29 If current trends in adolescent PID
continue it has been predicted that 10% of
women will be sterile and 3% will have had an
ectopic pregnancy by the end of the century.28

Pelvic inflammatory disease is one of the
most serious outcomes of sexually transmit-
ted infection, frequently leading to tubal
damage with its increased risk of ectopic
pregnancy, tubal infertility and chronic pelvic
pain. The risk of infertility following PID is
influenced by the number of episodes of
PID, the severity of inflammation, the length
of time between disease onset and antimicro-
bial therapy and the contraceptive method
used.303' As adolescents attend for treatment
later in their illness, they may be more prone
to the long term sequelae. The majority of
adolescents are nulliparous and have more
reproductive years at risk than older women,
this has serious implications for their future
fertility and family.

In a prospective study of 100 female ado-
lescents hospitalised with PID, Chlamydia tra-
chomatis was isolated from the endocervix in
44.7% and Neisseria gonorrhoeae in 36.4%.32

Although PID in adults is often treated on
an outpatient basis, it may be wise to admit
adolescents for their therapy. The risk to
future fertility is considerable and adolescent
drug compliance rates are reported to be only
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50%.33 It is also easier to give psychosocial
support while in hospital.
As in adults, one of the most important,

but frequently neglected, aspects of treating
PID is to trace contacts and treat the sexual
partners.

Syphilis Until recently, the incidence of
syphilis in the developed world was low,
particularly among adolescents. In 1984, the
rate of primary and secondary syphilis among
15-19 year olds in the US was only
17/100,000."3 In the UK, very few cases
occur in teenages annually (17 cases in 1989
and 16 in 1990). For this reason screening
sexually active adolescents for serological
evidence of syphilis may be considered
unnecessary. However, as the test is inexpen-
sive and relatively easy to perform, screening
may be worthwhile, particularly in certain
populations. For example syphilis is relatively
common among young male homosexuals. In
addition rates of infection in any population
can change over time. In the USA there has
been a 34% increase in primary and sec-
ondary syphilis between 1981 and 1989.'4
The populations affected have changed over
time. The black to white incidence rate ratio
was 14.5 in 1981 but had increased to 47.8
by 1989. In Philadelphia there was a massive
increase of 551% in the number of reported
cases of early syphilis between 1985 and
1989.31 This epidemic, which is affecting
many US states, is mainly among hetero-
sexual males and females and appears to be
related to crack use and prostitution.'6 A seri-
ous consequence of this epidemic is the
alarming increase in the number of reported
cases of congenital syphilis. There was an
increase of more than 500% in the number of
cases born in New York City between 1986
and 198837 with 13% of these babies born to
mothers under 20 years.

Herpes simplex virus Infections with herpes
simplex virus type 1 and 2 (HSV 1 and 2) are
amongst the commonest human viral infec-
tions. Many infected individuals are asympto-
matic. Although both HSV 1 and 2 can be
sexually transmitted, orolabial HSV infection
due to HSV 1 commonly occurs in childhood
following normal household contact. It is
unusual for HSV 2 infection to occur prior to
the onset of sexual activity (except very rarely
as neonatal infection). A general population
survey conducted between 1978-1980 in the
USA suggested that the seroprevalence of
HSV 2 increases with age.'8 Antibodies to
HSV 2 occurred rareiy under 15 years (0.3%)
but by 20 years between 5% (white males)
and 28% (black females) had antibodies to
HSV 2 (see fig). Other studies have shown
that early first intercourse and many sexual
partners are both associated with the presence
ofHSV 2 antibodies.3940

Routine UK statistics (1988-199 1) of clin-
ic attendances for first attack of genital herpes
indicate that 20% of all female attenders are
under 20 years old, with 7% of male atten-
dances below this age.

1-14 15-19 20-24 25-29 30-39 40-49 50-59 60-
Age group

Prevalence ofHSV-2 antibody in USA according to age, race and sex. (reprinted, by
permission of the New England J7ournal ofMedicine 1989;321:7-21)
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Infection with herpes simplex is lifelong.
The future course of the disease is impossible
to predict. For this reason, many patients
need psychological support. This may be
particularly relevant in teenagers where the
fear of having to tell all future sexual partners
about their herpes infection may be over-
whelming.

Human papilloma virus (HPV) infection and
cervical dysplasia Genital HPV infection is the
most commonly diagnosed viral STD in both
the UK and the USA.4' It is usually sexually
transmitted. In the absence of clinically
apparent genital warts, evidence of HPV
infection may be found on specimens taken
for cervical cytology. Although cytological
evidence of cervical HPV infection is most
common in women between 20 and 24 years
old one survey of 2,040 adolescent females
-aged 11-19 years attending a family planning
clinic demonstrated an HPV prevalence of
5%.42
An increasing number of studies demon-

strate an association between HPV infection
(genotypes 16, 18 and 31) and cervical can-
cer. The relative frequency with which the
various genotypes occur in adolescents has
not been studied. However, the presence of
HPV infection on cervical cytology does
increase the likelihood of developing cervical
cancer in the future. The age at which cervi-
cal cancer develops is decreasing; it is increas-
ingly affecting young women.4' It has been
postulated that this is due to the changes in
sexual behaviour which have occurred in the
last 30 years.
The association of HPV infection and cer-

vical dysplasia appears to be particularly
marked in young women, with one study
demonstrating a significant trend in the rela-
tive risk for in situ cervical cancer with age.
Younger women showed a greater risk of car-
cinoma in situ following HPV infection on
cervical cytology, with a relative risk of 38.7
among women aged less than 25 years when
compared with the general population.44 This
may be related to HPV infection of the
biologically immature cervix. When adoles-
cents with cervical intra-epithelial neoplasia
were compared with adolescents attending a
gynaecology clinic with symptoms of an
STD, cervical biological immaturity appeared
to be an important risk factor for the develop-
ment of cervical intraepithelial neoplasia.45 If
the association between HPV infection and
cervical dysplasia is causal, the routine statis-
tics for the UK which indicate that nearly
30% of all women attending GU medicine
clinics with their first attack of genital warts
are less than 20 years old, are particularly
alarming.

HIV infection It might seem reassuring that of
the 218,301 AIDS patients in the USA by the
end of March 1992, only 0.4% are teenagers;
however, 19.5% are aged between 20-29
years. As the average incubation period of
HIV infection is 8 years, it is likely that many
of these young adults became infected as ado-

lescents.46 A study of US military recruits
demonstrated HIV seroprevalence of one in
3,000 for applicants aged 17-19 years old.47
Rates of infection among adolescent STD
clinic attenders range from 0% to 4.6%
(median Q.5%).48 When comparing the rela-
tive importance of various means of HIV
transmission in the US it appears that the
proportion of adolescents who became infect-
ed heterosexually is greater than for adults
(9% vs 4%).46 In addition, more HIV positive
adolescents are female than male (14% vs
7%) and are black or hispanic rather than
white (17% vs 10%). Heterosexual infection
of teenage girls has particularly serious impli-
cations as HIV infected women who become
pregnant may infect their babies via
vertical transmission.49 In New York 0 7% of
teenage women delivering live births are HIV
positive.50

Penetrative vaginal or anal sex is the sexual
activity most likely to result in transmission of
HIV infection.5' While anal intercourse is the
most efficient means of sexual transmission,
vaginal intercourse is the most important
route worldwide. In both cases the risk of
transmission appears to be reduced by
the conscientious use of condoms.52
Unfortunately very little is known about the
relative frequency of these types of sexual
behaviour in adolescence. One study based
on an urban adolescent outpatient clinic in
the USA found that 26% of teenagers had
practised anal intercourse, but only-two thirds
of these used a condom.53

If adolescents are having sex with other
adolescents the low rate of teedage HIV
inifection is reassuring. However, the sexual
partners of adolescent male homosexuals who
have intercourse are on average 7 years
older.54 In addition studies which have inves-
tigated sexual behaviour in adolescents in the
context of HIV infection have shown that
condom use is disappointingly low and that
teenagers continue to take risks.55 12 Unsafe
sexual behaviour is more likely to occur fol-
lowing alcohol consumption.'2

There is no cure for HIV infection and the
treatment currently available has only limited
effect. The outlook for patients with AIDS is
grim. It is unlikely that an effective vaccine
will be available for some time. For these rea-
sons, the only currently possible effective
strategy with which to combat the HIV epi-
demic is one of prevention of infection.

It is imperative that all individuals are
educated about the routes of HIV transmis-
sion and about safer sex and safe injecting
techniques. An effective AIDS-prevention
programme must reach all those at risk of
infection and not just those who are easily
accessible. Unfortunately the teenagers most
at risk of HIV infection are likely to be the
hardest to reach (school truants, drug users,
runaways, etc.) and special efforts must be
made to contact them. The information
teenagers receive must be acceptable, clear,
realistic, appropriate to their level of develop-
ment, nonjudgmental, culturally sensitive and
positive.56 Although many studies demon-
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strate success with educating adolescents
about HIV infection, success in changing at
risk sexual behaviour has been more limited.
The HIV antibody test became widely

available in the UK in 1985. There has been
great debate about the merits of being tested
for HIV infection since then. However, as the
prevalence of HIV infection increases and the
therapeutic options for those infected
improve, the advantages of early HIV testing
are becoming more apparent. Despite the
advantages of knowing whether or not one is
HIV antibody positive, the ethical issues
regarding testing of minors are complex. Pre-
and post-test HIV counselling must be at an
appropriate level for the teenager's stage of
development. The implications and limita-
tions of both a positive and negative test
should be made clear. The pros and cons of
knowing HIV antibody status should be
explained. Ongoing support should be avail-
able to those who seek testing particularly as
an adolescent's response to testing might be
even less predictable than that of an adult.
Confidentiality must be assured. Whether or
not an adolescent can truly give informed
consent to HIV testing will vary between indi-
viduals and depend on their intelligence, age,
emotional maturity and degree of social sup-
port they have. Each case should be judged
on its merits.

Homosexual adolescents In many communities
there is considerable social stigma attached to
homosexuality. This stigma influences the
process by which teenagers become aware of
their sexual orientation. Feelings of homosex-
uality may be dismissed or denied as may the
risks of sexual experimentation. In addition,
gay teenagers often face family and/or peer
disapproval. This period of sexual adjustment
puts gay teenagers at particular risk of STDs
including HIV. This is partly because sex is
often unplanned and partly because of the
difficulty of forming stable relationships "in
secret". In addition, as sexual novices they
may be relatively uninformed about the risks
of various sexual practices and easily persuad-
ed that high risk practises are in fact safe.

Infection with hepatitis B is common
among gay men with between 40% and 70%
showing evidence of past infection and up to
10% evidence of chronic carriage. A safe and
effective vaccine is now available and should
be offered to all non-immune, practising
homosexuals. Issues relating to HIV infection
have been discussed separately in that section.
One of the most important parts of a con-

sultation with a gay male adolescent is to
assess his knowledge of safer sex practises and
to ascertain how well he adheres to these. Of
particular concern is his sexual behaviour
while under the influence of drugs and
alcohol. Referral to a counsellor or health
adviser to stress the importance of safe sex
may be appropriate. Adolescents who con-
tinue to take risks despite being aware of the
dangers may be helped by ongoing coun-
selling aimed at increasing their self esteem
and at finding ways to avoid "risky" situa-

tions. In addition they should be encouraged
to attend for regular, routine STD checkups
even when asymptomatic.

Sexually transmitted infections occur less
commonly in lesbians than in heterosexual
women; however, they do occur. There do
not appear to be any STDs which occur more
commonly or exclusively in lesbians and
screening for STDs, if appropriate, should be
as for heterosexual women. As lesbians do get
cervical cancer they should be advised to have
regular cervical cytology screening.57

Sexually transmitted infections and rape Rape of
both men and women occurs most commonly
in adolescents. In 1984, 21% of female rape
victims were aged 15 years or younger and
66% were under 25 years old.58 Although
male rape does occur it appears to be much
less common than rape in women. Again, the
majority of cases occur in those who are 24
years or younger.58

Sexually transmitted infections are impor-
tant in the context of rape for two reasons.
The victim may acquire symptomatic or
asymptomatic infections which if untreated
may lead to some of the serious sequelae pre-
viously mentioned. Specimens taken for STD
screening may be important forensic evi-
dence.

Sexually transmitted infection and sexual abuse
Sexually transmitted infections occurring in
adolescents, particularly those who deny sex-
ual activity may be a sign of sexual abuse.
Again the infection is important both for its
own sake, the psychological and psychosexual
consequences and for its importance as
forensic evidence.

STD prevention in the future The current
increase in STDs among adolescents and the
serious consequences that may follow infec-
tion must make the prevention of STDs in
this age group a priority. Ideally teenagers
should delay the onset of sexual activity,
should always use condoms and limit the
number of their sexual partners. As we have
only limited knowledge about what influences
teenage sexual behaviour, research directed
towards this area may be valuable for future
STD prevention strategies. One study has
demonstrated that teenagers exposed to
appropriate sex education tended to delay
first intercourse, use contraception when they
had intercourse and avoid pregnancy.59 Sex
education is likely to reach the greatest
number of teenagers if it is widely distributed
via, for example schools, health care
providers, television, radio, magazines, and
youth groups. The information given should
be accurate and non conflicting. It is likely
that the key to STD prevention is to delay
teenage sexual activity until the time when
they have learnt sexual decision making
values and skills.2

In addition to modifying sexual behaviour
in order to prevent the spread of STDs,
sexually active teenagers should have easy
access to appropriate clinic services. They
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should be seen by clinicians with specialised
training both in the management of STDs
and in adolescent health care. Methods for
the early detection and treatment of STDs
among teenagers should be developed.
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